A previously healthy 15-month-old boy presented with a papular, erythematous rash that had developed over the previous 5 weeks. The papules were arranged in a thin vertical line that extended along the inner side of his right leg from his foot to his upper thigh ( Figure  1 ). The patient had no other skin lesions and was not bothered by the rash. He was immunocompetent and did not have a fever or other systemic symptoms. Apart from a recent bout of viral gastroenteritis that had resolved, his medical history was unremarkable. See page 948 for the diagnosis and management.
What is your diagnosis?

Discussion
Diagnosis:
The diagnosis is lichen striatus, a relatively rare, benign and self-limiting dermatosis of childhood. It is most commonly seen in children between 5 months and 15 years of age and is more common in girls than in boys.
1,2 Patients usually present with sudden-onset pink or flesh-coloured, lichenoid papules that are arranged in continuous or interrupted bands. 3 Occasionally, patients have hypopigmented macules and papules (classified lichen striatus albus) or involvement of the nails. 3 Lichen striatus typically occurs on only 1 side of the body and affects the limbs. It can, however, occur bilaterally and on the trunk or face. 1, 4 In most cases, the distribution of the papules tends to follow the Blaschko lines, which are thought to correspond to the migration of embryonic skin cells. 3 Although most patients have no symptoms other than the rash, some experience itchiness of the affected skin. 1 The cause of lichen striatus is unknown. Potential triggers include viral infection, cutaneous injury, trauma and hypersensitivity of the skin.
Our patient's medical history and the results of a physical examination supported the diagnosis of lichen striatus. The differential diagnosis of lichen striatus includes inflammatory linear verrucous epidermal nevus, linear lichen planus, incontinentia pigmenti, blaschkitis, linear psoriasis and linear scleroderma. Inflammatory linear verrucous epidermal nevus is a unique variant of epidermal nevus. It presents as a chronic, pruritic condition with erythematous, scaly and verrucous papules that form into linear plaques. These lesions are often present at birth.
Linear lichen planus tends to be very itchy and typically occurs in adults between 30 and 60 years of age. Linear scleroderma, like lichen striatus, affects the limbs. Children with linear scleroderma, however, have joint deformities and atrophy of affected limbs. Incontinentia pigmenti is an x-linked, dominant genetic disorder and is associated with cutaneous, neurologic, ophthalmologic and dental abnormalities. The torso is the most common site of hyperpigmentation in incontinentia pigmenti, and the condition is fatal in male patients.
Management:
Patients and their parents should be reassured that lichen striatus is benign and does not cause damage to the underlying muscles and tissues. They should be counselled to expect temporary hyper-or hypopigmentation of the affected skin after resolution of the papules. 2, 3 If lichen striatus does not resolve spontaneously within 3-12 months, the clinician should re-evaluate the diagnosis, being careful to rule out linear lichen planus and scleroderma. The mean duration of the disease is 6 months. 3 If the patient's nails are affected, complete resolution of nail deformities can take up to 30 months. Some physicians have attempted to treat lichen striatus using topical corticosteroids. Topical corticosteroid therapy may be useful to treat pruritus associated with the lesions. No difference has been found, however, in the duration of inflammatory or postinflammatory changes between patients who use topical corticosteroids and those who do not. 3 Isolated cases of lichen striatus have been reported in which lesions in adult patients improved after regular treatment with tacrolimus ointment. 4, 5 Whether this improvement occurred because of the tacrolimus treatment or was merely the natural resolution of the disease is difficult to determine from these reports.
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